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ALis a 20 year old male who walks into your clinic and is complaining about abdominal pain that is 
relieved upon defecation, weight loss, and diarrhea (8 loose stools per day). Upon further 
examination, he has a fever, heart rate of 100 beats per minute. The physician has diagnosed AL with 
a severe case of ulcerative col is initially started on oral prednisone, but no response is 
observed. 


What do you recommend as the next step of therapy? 


Select one: 


Vedolizumab with 4 
thiopurine Rose Wang (ID:113212) this answer is correct. Vedolizumab with thiopurine 


is an option for steroid-refractory severe UC. 


6-mercaptopurine X 
Infliximab % 
Surgery % 


Marks for this submission: 1.00/1.00. 

TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 
LEARNING OBJECTIVE: 

To understand how to manage severe ulcerative colitis 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation pattems of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad), CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum. 


Mild UC presents with < 4 loose stoals/day, with or without blood, no systemic toxicity, and a normal ESR. 
Moderate UC presents with > 4 loose stools/day, mild anemia, abdominal pain (not severe), minimal systemic 
toxicity (e.g. low-grade fever) and no weight loss. Severe UC presents with > 6 loose stools/day, severe 
cramps, systemic toxicity (e.g. fever, tachycardia, anemia, elevated ESR), and rapid weight loss. 


Pharmacological therapy for mild ulcerative colitis is initially treated with oral or rectal 5-ASA/mesalamine. 
Symptoms are re-assessed in 4-8 weeks. If no symptom relief occurs even after optimization of therapy, the 
next step is to start oral steroids (e.g prednisone) to induce remission. In moderate-severe ulcerative colitis is 
treated with oral corticosteroids. The addition of immunomodulators (e.g. azathioprine, 6-mercaptopurine 
and methotrexate) for maintenance or biologic therapy +/- immunomodulatory therapy are also considered 
(especially if UC patients are treatment-resistant to achieving remission). 

In severe cases of UC and corticosteroid-resistant severe UC, biologic therapy in addition to thiopurine or 
methotrexate is trialled. Immunomodulators (e.g. 6-mercaptopurine, azathioprine, methotrexate) are used for 
maintenance of remission and not to induce remission. 

RATIONALE: 

Correct Answer: 

(Option #1): Vedolizumab with thiopurine is an option for steroid-refractory severe UC. 

Incorrect Answer: 


(Option #2): Immunomodulators are recommended for the maintenance of remission. 
(Option #3): Anti-TNF are paired with thiopurine or methotrexate. 
(Option #4): Surgery is a last resort if all other therapy fails. 


TAKEAWAY/KEY POINTS: 


In severe UC and a failure to respond to oral corticosteroids, biologic therapy in addition to thiopurine or 
methotrexate is trialled. 
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The correct answer is: Vedolizumab with thiopurine 


SP is a 21 year old female who is diagnosed with Crohn’s disease (CD). She is about to start 
Remicade ® (infliximab) for the first time. 


Which of the following is NOT an appropriate counselling point? 


Select one: 
Cannot receive live vaccines % 
Increased risk of anaphylaxis % 
Drug-drug interaction Y 


with NSAIDs Rose Wang (ID: 113212) this answer is correct, Remicade® does not 
interact with NSAIDs. 


Increased risk of developing an upper respiratory tract infection * 


Marks for this submission: 1.00/1.00. 

TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 
LEARNING OBJECTIVE: 

To understand how to counsel on Remicade® (infliximab) 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation pattems of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad). CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum. 


There are two purposes of pharmacologic treatment in IBD. The first purpose is to induce remission, and the 
second purpose is to maintain remission. Different clinical classifications (mild, moderate, severe) have 
different treatments to induce remission. Some therapies can be used for both remission and maintenance 
such as 5-ASA/mesalamine, sulfasalazine, and biologic therapy (e.g. infliximab, adalimumab). Some therapies 
are only used for maintenance and not induction of remissions such as immunomodulators (eg. azathioprine, 
6-mercaptopurine or methotrexate). Some therapies can only be used to induce remission and not for 
maintenance such as corticosteroids (e.g. prednisone) and cyclosporine. Corticosteroid use is only used to 
achieve remission in IBD and not for maintenance due to side effects from long term use such as 
osteoporosis and avascular necrosis of the femoral head. 


TNF-a antagonists (e.g. adalimumab, infliximab) are a class of biologics that work by neutralizing the effect of 
TNF-a (pro-inflammatory cytokine). This leads to a decrease in inflammation and helps to resolve symptoms 
and systemic manifestations of IBD. TNF-a antagonists can be used to induce and maintain remission. Side 
effects include myelosuppression, increased risk for infections, and anaphylaxis. Before starting a TNF-a 
antagonist, certain infections need to be screened for and immunizations must be up to date (e.g. influenza, 
pneumonia, hepatitis B). Infections to be screened for include tuberculosis, hepatitis B and C and varicella. 
Dus to the severe suppression of the immune system from biologics, clinicians must make sure patients do 
not have serious/latent infections. The infections mentioned above can become life-threatening if the 
immune system is suppressed. There is no concern regarding a drug-drug interaction with NSAIDs. 


RATIONALE: 

Correct Answer: 

(Option #3): Remicade® does not interact with NSAIDs. 
Incorrect Answer: 


Question 3 
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(Sena Fecanace 


(Uption #1): Live vaccine vaccinations should be completed prior to starting Kemicade therapy. 
(Option #2): Remicade® has been associated with a hypersensitivity reaction. 
(Option #4): Patients on Remicade® have a higher chance of developing infections. 


TAKEAWAY/KEY POINTS: 


Biologic therapy can cause myelosuppression, increased risk for infections, and anaphylaxis. Tuberculosis, 
hepatitis B & C, and varicella must be screened for prior to starting biologic therapy. 
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The correct answer is: Drug-drug interaction with NSAIDs 


THE NEXT 2 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING: 


ZA is a 37 year old female who has recently been diagnosed with ulcerative colitis (UC) and is 
currently on prednisone for her UC and Glucophage ® (metformin) for her well-controlled 
She has heard taking these medications together can cause adverse effects and was wondering if she 
should stop taking one of them. 


How would you counsel ZA on prednisone and diabetes? 


Select one: 
Stop taking prednisone and switch to another corticosteroid X 
Long-term use of prednisone may cause hypoglycemia and hyperinsulinemia % 


Prednisone increases blood {v 
glucose levels, which need to be 
closely monitored 


Rose Wang (ID:113212) this answer is correct. Use of 
corticosteroids in diabetes should be closely monitared to 
minimize hyperglycemia. 


There are no issues with taking prednisone as a diabetic % 


Marks for this submission: 1.00/1.00. 

TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 

LEARNING OBJECTIVE: 

To understand how to counsel diabetic patients with ulcerative colitis (UC) taking corticosteroids. 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation pattems of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad). CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
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There are two purposes of pharmacologic treatment in IBD. The first purpose is to induce remission, and the 
second purpose is to maintain remission. Different clinical classifications (mild, moderate, severe) have 
different treatments to induce remission. Some therapies can be used for both remission and maintenance 
such as 5-ASA/mesalamine, sulfasalazine, and biologic therapy (e.g. infliximab, adalimumab). Some therapies 
are only used for maintenance and not induction of remissions such as immunomodulators (e.g. azathioprine, 
6-mercaptopurine or methotrexate). Some therapies can only be used to induce remission and not for 
maintenance such as corticosteroids (e.g. prednisone) and cyclosporine. Corticosteroid use is only used to 
achieve remission in IBD and not for maintenance due to side effects from long term use such as 
osteoporosis and avascular necrosis of the femoral head. 


Corticosteroids, such as prednisone increase blood glucose levels by decreasing insulin sensitivity, thus 
increasing insulin resistance (occurs in the liver with increased glucose production and, in adipose and 
skeletal tissues with decreased glucose uptake), and impairing beta-cell function. Blood glucose levels are not 
elevated throughout the day rather glucose levels start to rise in the afternoon (for patients who take 
prednisone in the morning) and stay high till early evening. Blood glucose levels then start to decline 
overnight. In contrast, prednisone has a short half-life and is cleared from the system rapidly. Lastly, when 
corticosteroids are stopped, it will result in rapid normalization of blood glucose levels. Patients can be on 
both antihyperglycemics and corticosteroids but they should be closely monitored due to possible elevation 
in blood glucose. 


RATIONALE: 

Correct Answer: 

(Option #3): Use of corticosteroids in diabetes should be closely monitored to minimize hyperglycemia. 
Incorrect Answer: 


(Option #1): Corticosteroid use can lead to blood glucose elevation. 
(Option #2): Long-term use of prednisone may cause hyperglycemia, not hypoglycemia. 
(Option #4): Corticosteroid use can lead to blood glucose elevation. 


TAKEAWAY/KEY POINTS: 


In diabetic patients on corticosteroid therapy, elevations in blood glucose should occur which may require 
closer monitoring and better optimization of anti-hyperglycemic medications. 
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The correct answer is: Prednisone increases blood glucose levels, which need to be closely monitored 


ZA is wondering if she should be concerned about any corticosteroid adverse effects. She has a family 
history of diabetes and osteoporosis. She also has had high blood pressure for the past 5 years. ZA has 
a type 1 hypersensitivity to shellfi 


What adverse effects should ZA primarily be concerned about? 


Select one: 
Edema X 
Gastrointestinal upset X 


Decrease in ¥ , 
SENES Rose Wang (ID:113212) this answer is correct. Corticosteroids can decrease 


vone uersiy © ’ 
bone density and worsen osteoporosis 


Psychosis % 


Marks for this submission: 1.00/1.00. 

TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 

LEARNING OBJECTIVE: 

To understand the adverse effects of corticosteroid use in UC and patients with other health conditions. 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation pattems of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad), CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum. 


There are two purposes of pharmacologic treatment in IBD. The first purpose is to induce remission, and the 
second purpose is to maintain remission. Different clinical classifications (mild, moderate, severe) have 
different treatments to induce remission. Some therapies can be used for bath remission and maintenance 
such as 5-ASA/mesalamine, sulfasalazine, and biologic therapy (e.g. infliximab, adalimumab). Some therapies 
are only used for maintenance and not induction of remissions such as immunomodulators (eg. azathioprine, 
6-mercaptopurine or methotrexate). Some therapies can only be used to induce remission and not for 
maintenance such as corticosteroids (e.g. prednisone) and cyclosporine. Corticosteroid use is only used to 
achieve remission in IBD and not for maintenance due to side effects from long term use such as 
osteoporosis and avascular necrosis of the femoral head. 


Corticosteroids, such as prednisone increase blood glucose levels by decreasing insulin sensitivity, thus 
increasing insulin resistance (occurs in the liver with increased glucose production and, in adipose and 
skeletal tissues with decreased glucose uptake), and impairing beta-cell function, Blood glucose levels are not 
elevated throughout the day rather glucose levels start to rise in the afternoon (for patients who take 
prednisone in the morning) and stay high till early evening, Blood glucose levels then start to decline 
overnight. In contrast, prednisone has a short half-life and is cleared from the system rapidly. Lastly, when 
corticosteroids are stopped, it will result in rapid normalization of blood glucose levels. Patients can be on 
both antihyperglycemics and corticosteroids but they should be closely monitored due to possible elevation 
in blood glucose. 


Patients on corticosteroids are at risk of adverse effects including hyperglycemia (as mentioned above), 
cataract formation, edema, dyspepsia, hypokalemia, suppression of the hypothalamic-pituitary-adrenal axis, 
impaired wound healing, psychosis, gastrointestinal (Gl) upset, decreased bone mineral density (exacerbated 
by prolonged use of corticosteroids) and Cushing syndrome features. 


RATIONALE: 

Correct Answer: 

(Option #3): Corticosteroids can decrease bone density and worsen osteoporosis. 
Incorrect Answer: 

(Option #1, 2, 4): This is a side effect of corticosteroid but is not a primary concern for ZA. 


TAKEAWAY/KEY POINTS: 


Patients using corticosteroid therapy for IBD should be cautious of adverse effects including elevated blood 
sugars and decreased bone density. 


REFERENCES: 


[1] Corticosteroids: Systemic (CPhA Monograph). In: Compendium of Pharmaceuticals and Specialties. 
Ottawa, ON: Canadian Pharmacists Association. https://mynxtxca. 


[2] Di Dalmazi G, Pagotto U, Pasquali R, Vicennati V. Glucocorticoids and Type 2 Diabetes: From Physiology to 
Pathology. Journal of Nutrition and Metabolism. 2012; 2012:525093. doi: 10.1155/2012/525093. 


[B] Maconi G, Furfaro F, Sciurti R, et al. Glucose intolerance and diabetes mellitus in ulcerative colitis: 
pathogenetic and therapeutic implications. World J Gastroenterol. 2014; 20(13): 3507-3515. doi: 
10.3748/wjg.v20.i13.3507. 


[4] Bressler B, Marshall JK, Bernstein CN, et al. Clinical practice guidelines for the medical management of 
nonhospitalized ulcerative colitis: the Toronto consensus. Gastroenterology. 2015;148(5):1035-1058.e3. doi: 
10.1053/j.gastro.2015.03.001. 


[5] Bitton A, Buie D, Enns R, et al. Treatment of hospitalized adult patients with severe ulcerative colitis: 
Toronto consensus statements. Am J Gastroenterol. 2012;107(2):179-94. doi: 10.1038/ajg.201 1.386. 


[6] Hanauer SB. Inflammatory bowel disease: epidemiology, pathogenesis, and therapeutic opportunities. 
Inflamm Bowel Dis. 2006;12(Suppl 1):S3-9. https://doiorg/10.1097/01.MIB.0000195385.19268.68. 


[7] Kombluth A, Sachar DB, Practice Parameters Committee of the American College of Gastroenterology. 
Ulcerative colitis practice guidelines in adults: American College Of Gastroenterology, Practice Parameters 
Committee. Am J Gastroenterol. 2010;105(3):501-23. doi: 10.1038/aig.2009.727. 


[8] Narula N. Inflammatory Bowel Disease. In: Compendium of Therapeutics Choices. Ottawa, ON: Canadian 
Pharmacists Association. httpsi//myrxtx.ca. 


[9] Peppercorn MA, Cheifetz AS. Definition, epidemiology, and risk factors in inflammatory bowel disease. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


[10] Peppercorn MA, Kane SV. Clinical manifestations, diagnosis and prognosis of ulcerative colitis in adults. 
In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


[11] MacDermott RP. Management of mild to moderate ulcerative colitis in adults. In: Post T, ed. UpToDate. 
Waltham MA umna iintadato cam 


Question 5 
1D: 10555 


Corect 


Send Feedback 


[12] Peppercorn MA, Farrell RJ. Management of severe ulcerative colitis in adults. In: Post T, ed. UpToDate. 
Waltham, MA. www.uptodate.com. 


[13] Peppercorn MA, Kane SV. Clinical manifestations, diagnosis and prognosis of Crohn disease in adults. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


[14] Regueiro M, Hashash JA. Overview of the medical management of mild (low risk) Crohn disease in adults. 
In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


[15] Hashash JA, Regueiro M. Overview of the medical management of high-risk, adult patients with 
moderate to severe Crohn disease. In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


The correct answer is: Decrease in bone density 


VP is a 29 year old male who is presenting with abdominal pain that is somewhat relieved by 
defecation, diarrhea (3 loose stools per day), weight loss of 10 pounds and a mild fever. VP has not 
travelled outside the country or taken antibiotics recently. The physician concluded VP has a mild case 
of Crohn's colonic disease. 


What initial therapy do you recommend for VP? 


Select one: 


Oral budesonide X 
5-ASA % 
Methotrexate X% 
Sulfasalazine Y 


Rose Wang (ID:113212) this answer is correct, A first-line option with mild colonic 
Crohn's disease. 


Marks for this submission: 1.00/1.00. 

TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 

LEARNING OBJECTIVE: 

To understand the first-line therapy for mild Crohn's colonic disease. 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation pattems of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad), CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum. Crohn's disease can affect the entire gastrointestinal tract (Gl tract) 
and the location of the disease is an important consideration when deciding on treatment. There are two 
purposes of pharmacologic treatment in Crohn's disease. The first purpose is to induce remission, and the 
second purpose is to maintain remission. Different clinical classifications (mild, moderate, severe) have 
different treatments to induce remission. In mild Crohn's colonic disease, remission is accomplished through 
the use of sulfasalazine for 8-16 weeks. Once remission is attained, maintenance therapy in mild Crohn's 
disease includes discontinuation of therapy or use of an immunomodulator (e.g. azathioprine, 6- 
mercaptopurine, or methotrexate). 


RATIONALE: 

Correct Answer: 

(Option #4): A first-line option with mild colonic Crohn's disease. 
Incorrect Answer: 


(Option #1): A first-line option for patients with disease in the terminal ileum +/- right colon. 
(Option #2): Not indicated for use in Crohn's disease. 
(Option #3): Methotrexate is used for maintenance therapy. 


TAKEAWAY/KEY POINTS: 


In mild Crohn's colonic disease, remission can be accomplished through the use of sulfasalazine for 8-16 
weeks. 
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The correct answer is: Sulfasalazine 


Which of the following increases the risk of Crohn's disease, but may be protective in ulcerative colitis? 


Select one: 
Food intolerance * 
Nonsteroidal anti-inflammatory drugs * 
Smoking Y 


Rose Wang (ID: 113212) this answer is correct. Increases the risk of Crohn's disease, but 
is believed to be protective in the development of ulcerative colitis. 


Hormone replacement therapy % 


Marks for this submission: 1.00/1.00. 

TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 

LEARNING OBJECTIVE: 

To understand the risk factors associated with inflammatory bowel disease. 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation pattems of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad). CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum. 


There are risk factors that have been linked to developing IBD. These include age (15-40 years old for UC and 
< 30 for CD), infection, family history, Caucasian ethnicity, western diet, psychological stress, medication use 
(e.g. NSAIDs, hormonal replacement therapy) and environmental factors (e.g. bacterial, viral, dietary 
antigens). Smoking is believed to be protective for ulcerative colitis, but detrimental for Crohn's disease. 
Patients who stopped smoking (for a year or more) had a reduced risk of flares. In contrast, patients with 
ulcerative colitis who stopped smoking saw an increase in disease severity. Due to the health complications 
that can be associated with smoking, itis not recommended for UC or Crohn's and patients with UC who 
plan to quit smoking should be informed of the potential for symptomatic worsening. 


RATIONALE: 
Correct Answer: 


(Option #3): Increases the risk of Crohn's disease, but is believed to be protective in the development of 
ulcerative colitis. 


Incorrect Answer: 


(Option #1): Food intolerance/allergies are believed to elicit an immune response that leads to the 
development of inflammatory bowel disease. 

(Option #2): NSAIDs exacerbate inflammatory bowel disease symptoms. 

(Option #4): Possibly associated with increased risk. 


TAKEAWAY/KEY POINTS: 


‘Smoking is believed to be protective in ulcerative colitis but detrimental in Crohn's disease. Regardless, 
smoking is not recommended for ulcerative colitis patients. 


REFERENCES: 


[1] Bressler B, Marshall JK, Bernstein CN, et al. Clinical practice guidelines for the medical management of 
nonhospitalized ulcerative colitis: the Toronto consensus. Gastroenterology. 2015;148(5):1035-1058.e3. doi: 
10.1053/j.gastro.2015.03.001. 


[2] Bitton A, Buie D, Enns R, et al. Treatment of hospitalized adult patients with severe ulcerative colitis: 
Toronto consensus statements. Am J Gastroenterol. 2012;107(2):179-94. doi: 10.1038/ajg.201 1.386. 


[B] Hanauer SB. Inflammatory bowel disease: epidemiology, pathogenesis, and therapeutic opportunities. 
Inflamm Bowel Dis. 2006;12(Suppl 1):S3-9. https://doiorg/10.1097/01.MIB.0000195385.19268.68. 


[4] Kornbluth A, Sachar DB, Practice Parameters Committee of the American College of Gastroenterology. 
Ulcerative colitis practice guidelines in adults: American College Of Gastroenterology, Practice Parameters 
Committee. Am J Gastroenterol. 2010;105(3):501-23. doi: 10.1038/aig.2009.727. 


Question 7 
1D: 10466 


Incorrect 


IJ Narula 14. ntammatory power visease. n: Compenarum OF inerapeuucs Lome. Uuawa, VIN: Lanauiari 
Pharmacists Association. https://myrxtx.ca. 


[6] Peppercorn MA, Cheifetz AS. Definition, epidemiology, and risk factors in inflammatory bowel disease. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


[7] Peppercorn MA, Kane SV. Clinical manifestations, diagnosis and prognosis of ulcerative colitis in adults. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


[8] MacDermott RP. Management of mild to moderate ulcerative colitis in adults. In: Post T, ed. UpToDate. 
Waltham, MA. www.uptodate.com. 


[9] Peppercorn MA, Farrell RJ. Management of severe ulcerative colitis in adults. In: Post T, ed. UpToDate. 
Waltham, MA. www.uptodate.com. 


[10] Peppercorn MA, Kane SV. Clinical manifestations, diagnosis and prognosis of Crohn disease in adults. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


[11] Regueiro M, Hashash JA. Overview of the medical management of mild (low risk) Crohn disease in adults. 
In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


[12] Hashash JA, Regueiro M. Overview of the medical management of high-risk, adult patients with 
moderate to severe Crohn disease. In: Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


The correct answer is: Smoking 


Which of the following is characterized by abdominal pain, prolonged diarrhea, and weight loss? 


Select one: 


Crohn's disease v 


Irritable bowel  % 


syndrom Rose Wang (ID:113212) this answer is incorrect. This triad of symptoms is more 


commonly associated with another disease. 


Ulcerative colitis * 


Lactose intolerance * 


Marks for this submission: 0.00/1.00. 

TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 
LEARNING OBJECTIVE: 

To understand the clinical presentation of Crohn's disease. 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation pattems of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad). CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum. 


RATIONALE: 
Correct Answer: 


(Option #1): Abdominal pain, diarrhea, and weight loss represent Crohn's disease's classic triad of clinical 
manifestation. 


Incorrect Answer: 


(Option #2): This triad of symptoms is more commonly associated with another disease. 
(Option #3): Weight loss is not commonly seen with ulcerative colitis. 
(Option #4): This triad of symptoms is more commonly associated with another disease. 


TAKEAWAY/KEY POINTS: 


The classic triad of symptoms of CD is abdominal pain, diarrhea and weight loss. This is in contrast to UC's 
classic triad of chronic diarrhea, rectal bleeding and abdominal pain relieved by defecation. 
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The correct answer is: Crohn's disease 


Which of the following symptom(s) are NOT associated with Crohn's disease? 


Select one: 


Joint pain X 
P Rose Wang (ID:113212) this answer is incorrect. This is a symptom of Crohn's disease, 


Inflammation in the eyes X 


Muscle aches ¥ 
Weight change * 


Marks for this submission: 0.00/1.00. 

TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 
LEARNING OBJECTIVE: 

To understand the clinical presentation of Crohn's disease. 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation pattems of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad). CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum. 


Symptoms of CD can vary depending on the location of the disease in the gastrointestinal tract (GI tract). The 
hallmarks of CD are prolonged diarrhea, abdominal pain, weight loss, and fever. Other symptoms include 
nausea and vomiting, joint pain, rectal bleeding, inflammation in the eyes (an early sign of CD), joint 
inflammation (causes arthritis and stiffness), aphthous ulcers (common), and skin disorders. 


RATIONALE: 
Correct Answer: 

(Option #3): Muscle aches are not associated with Crohn's disease. 
Incorrect Answer: 


(Option #1): This is a symptom of Crohn's disease. 
(Option #2): This is a symptom of Crohn's disease. 
(Option #4): Weight loss is a frequent symptom of Crohn's disease. 


TAKEAWAY/KEY POINTS: 

Symptoms of CD include prolonged diarrhea, abdominal pain, weight loss, and fever, nausea and vomiting, 
joint pain, rectal bleeding, inflammation in the eyes, joint inflammation, aphthous ulcers and skin disorders. 
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The correct answer is: Muscle aches 
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